Introduction: Much of behavioral health care takes place within primary care settings rather than in specialty mental health settings. Access to specialty mental health care can be difficult due to limited access to mental health providers and wait times to receive mental health care. The purpose of this study is to determine patient satisfaction with behavioral health consultation visits that take place within the context of the primary care behavioral health consultation model. Patient likelihood to seek out specialty mental health care services if behavioral health consultation services were not provided was also examined. Method: Two primary care clinic systems were examined in this study. The first was a primary care clinic predominately serving low-income patients: 100 individuals participated. The second was primary care in the context of military treatment centers: 539 individuals participated. Results: Results show that 61% of the patients in the low-income primary care clinic would not attend a specialty mental health appointment versus 30% in the military population. Discussion: This study suggests that primary care behavioral health is a patient-centered approach to care and reaches populations that otherwise may not receive behavioral health services.
Obtaining specialty mental health care can be difficult due to limited access to providers and long wait times (Ede et al., 2015) . Extant literature indicates that integrating behavioral health services into primary care settings can reduce medical costs, improve treatment adherence and outcomes, and increase patient and provider satisfaction (Balasubramanian et al., 2017; Bryan et al., 2012; Corso et al., 2012; Hunter et al., 2018; Robinson & Reiter, 2016) . Integration of behavioral health has been adopted by major health care systems across the United States and internationally (Gerrity, 2016) .
One evidence-based approach to integration is the primary care behavioral health (PCBH) model, a population-based health care delivery method within primary care (Robinson & Reiter, 2016 ). In this model, a behavioral health provider (known as a behavioral health consultant [BHC] ) is embedded into primary care to provide rapid and same-day access to patients seeking assistance for a variety of concerns (e.g., depression, anxiety, chronic health condition management; Hunter, Goodie, Oordt, & Dobmeyer, 2017) . This is accomplished using brief, consultative, solution-focused visits. When necessary, the BHC will refer a patient to specialty mental health care (i.e., traditional psychotherapy) if the patient's symptoms or functioning is not improving after a series of BHC visits. Typically, this occurs in only about 15-20% of patients (Bridges et al., 2015) .
Patients are significantly more likely to engage in specialty mental health care when indicated after contact with an integrated behavioral health provider (Davis, Moore, Meyers, Mathews, & Zerth, 2016) . However, no research to date has examined whether integrated behavioral care improves access for patients who would otherwise not seek treatment. Therefore, we sought to examine whether patients would have sought specialty mental health care in the absence of integrated care. Our study focuses on a low-income primary care clinic and compares main findings with results from a different context, military treatment clinics.
Method
The primary study population was a convenience sample of 100 adult patients at a predominately low-income family medicine residency clinic in South Texas. We invited every fourth patient to complete a short survey packet between March and October 2017. A volunteer research assistant administered surveys after a BHC visit, explained the procedures, and obtained informed consent. Individuals received $5.00 for their participation. The study was approved by the Institutional Review Board committee of the study location's institution.
Measures
The surveys included a demographic information sheet as well as patient satisfaction questionnaire related to the PCBH model. We created the patient satisfaction tool following a literature review and adapted from best practice recommendations (see Robinson & Reiter, 2016) , and contained 11 items using a 0-to-10 Likert scale. The last question of this survey (not part of the original instrument) was an item querying the participant on likelihood of going to specialty mental health care if PCBH services were not in the primary care practice.
Secondary Study
To provide a comparison for findings, we conducted a secondary study using a convenience sample of 539 patients from family medicine clinics at three military treatment facilities across the United States. We selected this comparison sample due to utilization of the same integrated primary care model (PCBH) in a notably different (i.e., higher income, fully insured) patient population. Participants completed a different satisfaction survey at random during the course of the project period and were uncompensated. These three facilities were part of an internal quality improvement project of the Air Force PCBH program conducted in 2015-2016. Data for this study comes from a retrospective review of patient survey data collected for this process improvement initiative approved by the Uniformed Services University Institutional Review Board. These clinics served active duty service members, retired military veterans, and their families in both urban and rural areas representing broad geographic diversity.
Secondary Study Measures
We examined one item from this patient satisfaction project as it was identical to the ques-tion used in primary study on willingness to seek mental health services if PCBH was not available. However, the response options on this item were 7-point Likert scale to be consistent with other items in the Air Force patient satisfaction survey.
Results
Participant demographics from the primary study are listed in Table 1 . This is a descriptive study and thus analysis were simple frequencies and mean ratings from survey items. The most common BHC visit reason was a mental health or substance use concern (e.g., depression, anxiety, substance misuse) followed by health behavior change (e.g., tobacco cessation, weight management; in this project, tobacco cessation is classified under health behavior change rather than substance misuse). There was high patient satisfaction with BHC services, with means ranging from 8.6 to 9.9 (SD ϭ 0.6 to 2.4) in the low-income primary care population. Approximately 61% of participants reported they "definitely would not" or "probably would not" attend a specialty mental health appointment in absence of the availability of BHC visits, and 25% were "uncertain."
Results from the secondary study survey do not include demographic variables, although all participants were adults age 18 and older who Department of Defense beneficiaries (i.e., active duty military, family members of military personnel or retired military members and their families). Table 2 displays results from the survey question on the likelihood of seeking mental health services if they were not available in primary care. Approximately 24% of participants indicated they "definitely would not" or "probably would not" and 15% indicated that they are "uncertain" if they would attend a specialty mental health appointment if PCBH was not available. In post hoc analyses, patient satisfaction (likelihood of recommending BHC services) was correlated with likelihood of seeking specialty treatment in the military sample only, r(534) ϭ .13 p Ͻ .01.
Discussion
Results provide insight into the role of the PCBH model in reaching patients who might not otherwise access specialty mental health care. Although a significant portion of PCBH visits may encompass mental health problem areas, the majority of patients would not seek services if they were not available in primary care. These findings were apparent across four separate and diverse treatment facilities, representing a wide variety of patients with unique demographic backgrounds. Results reinforce support for primary care integration and support other findings that many patients struggle to attend specialty mental health care referrals from primary care (Davis et al., 2016; Ruud et al., 2016) . However, our results suggest the challenge for mental health care is not simply in facilitating the referral process, because a sizable number of patients may in fact prefer to receive mental health care in a primary care setting.
Some differences did emerge between our two study populations. In the primary study population, the majority of patients indicated they would not seek care if it were not available in primary care, compared to 24% who endorsed this reluctance in the military clinics. A larger group in the low-income clinic was also uncertain about seeking specialty mental health care than seen in military clinics (24% compared to 15%). These findings could be ac- counted for by differential access to specialty mental health care as a covered benefit in the military health system, which may not be consistent with civilian health care plans. Nevertheless, the finding that almost half of individuals in a health care system where specialty mental health is both covered and reasonably accessible prefer integrated behavioral health in primary care highlights the value of PCBH. Our study is not without limitations, primarily due to the preliminary descriptive nature of the data collected. Direct comparison between samples is not possible and several confounding variables may contribute to an individual's likelihood to seek care, some of which may differ between military and civilian populations (e.g., insurance coverage for specialty mental health). These findings should encourage further research that examines reasons why certain patients may prefer behavioral health treatment in primary care. Our post hoc analyses suggest that satisfaction with BHC services may correlate with interest in seeking specialty mental health care. More research is needed to understand patient preference for care settings as well as how patient preferences relate to clinical outcomes. There may be concerns about stigma and access to specialty mental health care that may be alleviated by avoiding a specialist's office. Further research to elicit reasons why some patients prefer primary care settings may illuminate ways to improve both primary and specialty behavioral health care. In conclusion, our preliminary findings reinforce the importance of recognizing and respecting patient preferences for BHC services in primary care and highlight the need to expand integrated care resources. 
